DEC.15.2806  1:45PM EXPRESSS PHOTOCOPY 7146965988 NO.544 P.4s4

B9 KAISER PERMANENTE.

Kalger Foundation Hospitals
Southern Califormia Permanema Medical Group

AUTHORIZATION FOR RELEASE AND / OR
D'SCLDSURE DF MEDIGAL lNFORMATION { MPRINT KAIGER PERMANENTE 10 CARD HERE

Treatment, payment, enrcliment or eligibility for benefits will not be conditioned on ry providing or refusing
to provide this authorization,

Please REQUEST Medical Information FROM: Please SEND Medical Information TO:

Name of Health Gare Provider Hame of Parson o Entity to Recetve Information

Nama of Medical Office/Hosplta) - ; Title (Physician, Therapist, Atorney)

Strast Address Street Address

Gy, Stete and Zip Gode Tlty, State and Zip Gove

| hereby atrthorize 1o release and / or disclose the medical

information as indica eow 1o the health care provider, entity, or person | have indicated above.
Release and / or disclose records and information regarding:

Name of Patient (List Gther Names Used) : WMadical Record Number Date of Birth
L )
Address Chy State ZIp Code Telephone Number
DURATION:  This authorization shall become effective jmmediately and shall remain in effect
until (enter date) or for one year from the date of signature if no date entered.

REVOCATION: This authorization may be revoked In writing by the undersigned at any time prior fo the
release of unformatnon%mm the disclosing party. Written revocation will not affact any action
taken in reliance on this authorization before the written revocation was received.

REDIS- | understand that the requester may not lawfuily further use or disclose the health information

CLOSURE.  unless another authorization is obtained from e or unless disclosure is specifically required
or permitted by law.

SPECIFY Gheck the box and initial which type of information is to be released and / or disclosed:

RECORDS () General Medical information (from to )
T0 BE Q Information Regarding Specific ie{ury or Treatment (from fo )
RELEASED () X-Ray (check one or )t Films 1 Reports

AND / OR Q Labora Results
DISCLOSED: (Q Mental Health (from o

< Alcohol / Drug (from to
Q1 HIV Test Results (from fo

Q Other (specify);

| request that the health information released and / or disclosed pursuant to this authorization
be used for the following purposes only:

Signature of Patient or Patients Representative Date

Signature of Patient or Pahent's Representative Date

Sanaine of Pakent oF PaliEnTs Retresantive Date

A copy or this authorization is valid as an original. | ,
I have the right to receive a copy of this authorization. The copy is for me 1o keep.

Date Signature of Patient or Patient's Representative Indicate Refetionship (f Signed by Other than Patiend)
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